MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : !1633-0“499*78'
DEPARTMENT OF PU BLI:W::!::HT;“:: :owsl. 31!8_ ey Regiain Dlmmoa N 12609 STATE FILE NUMBER

DO NOT WRITE B
ON THIS STUB AMENDED —FH_EO BFEc 271963 = = Cakaliod

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. M institufion: Residenca before
a. COUNTY a. STATE b. COUNTY admission)

Mo. 5t, Lonis

b. CITY (If ourside carporate limita, give TOWNSHIP anly) Length of stay in 1b c. CITY Ingide Limirs

TOWN St. Louls 6 mths, TowN niversity City Yeg]l Ne O

€. FULL NAME OF (if NOT in howpitel, give locetion} Inside Limita d. STREET {if cutside, give location) Resids on Form
HOSPITAL OR

wnstiution  JEWISH CENTER FCR AGED  [vdo nO AOPRES6313 Cabgnne Yeu ) No X
3. NAME OF _I:IECEASED First Middle _Last 4, DATE Month Day Year
(Type or print) SOPHIE SMITH - . ota  DEC. 19, 1963

5. SEX 6. COLOR OR RACE 7. Morried 8 MNaver Marrisd O 8. DATE or{mnm 9. AGE {lost birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Female Cauc, Widswed [] Diverced [J ab. 89 Months | Days | Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and slate oF country) 12. CITIZEN OF WHAT COUNIRY
during most of working life, even if retired) Poland

Egaisnﬁ ) Poland
13a. FATH 13b. MOTHER'S MAIDEN NAME 14. NAME OF PUSBA’SD OR WIFE
Nathan (unk) Mollie (unk)} Louis

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NG, ¥7. INFORMANT Address
(Yas, no,or unknown) | (If yes, give war or dates of sarvice)
No ' Mrs, Ben Cohen 7116 Dartmouth
18. CAUSE OF DEATH (Enter only one cause per ling for {a), {b), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ~ ONSET AND DEATH
[ ,&"1 L= ' I‘.,_; ~
IMMEDIATE CAUSE {a] R"JU.LI.. "‘"’"\ w i i

Conditions, if any, DUE TO (b) G'( &(‘O !' }i
which gave rise to

above cauve {a),

stating the under- 0 .0

lying cause last, DUE 1O (<)

PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related to ths tarminal PART ilt, If decsased was female was
disease condition given in PART | [a) thers a pregnency in last 90 dayy

l O Yes IWI_D Unknown
19. WAS AUTOchCBEN' SUICD|DE HOM&]ClDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART Ii of item 18.)

Vv$ 300
Rev. 4/59

1

zt/aoé‘
" 3

OATE AMENDED

DOCUMENT

PERFORMED?
YES[] NO

20c. TIME OF Hour Month, Day, Year

INJURY a.m.
pam.

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g.. in or sbout homa, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, facrory, street, office bldg., etc.}
NOT WHILE AT WORK [J

21. | attended the deceased from_M‘_l‘_Pl’?gs—, o Dﬂ‘_ “i‘ ‘r"'s..m-] last Baw L‘:‘L;Iivg on uﬂﬁ - "'{J%S

Death occurred ot { . —ami A m on the date stated above, and to the bast of my knowledge, from the couses stated.

22a. SIGNATURE (Degrea or title) 22b ADDRESS 22c. DATE SIGNED
Oard ™~ A e D | 5CR RRa g K Pesek |12e 43

23a. BURIAL, CREMA:IION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY t 23d. LQCATION (City, tawn, or county) {Stare)
REMOVALBY  |12/2@/1963 Chevra KadishaaUem, Universigy City,
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Berger Mesmorial 4715 McPherson DEG 20 1963

{Licansad Embaimer's Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY -LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

) working‘under my personal supervision. . . M
Student ' Sigﬁﬁg““fh‘é“< 3 \
Signature of Student Embalmer
Licensed Embalmer Na, ? gg

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the sbove constitutes. grounds for revocation of license). :

If embaimed by a STUDENT, he also shall sign in his OWN handwriting.

If lhls body |s not. embalmed fact should be $O slaled above

PR}




